Aim: The aim was to support rich collaborative practice between two professions who frequently work together across both ordered and organic modes of collaboration. Methods: This study uses a qualitative research approach of collaborative dialogical inquiry to explore the question 'From the perspective of dietitians and speech pathologists, "what works well" for developing and maintaining collaborative practice?' We deliberately chose a context where collaborative practice is evident, University Department of Rural Health (UONDRH). Participants in the research were academics and clinicians from dietetics and speech pathology. Data were sourced from our research reflections and focus group transcriptions. Analysis was dialogical and iterative. Results: Beyond shared purpose, knowledge of roles and good communication, the notions of curiosity, willingness and momentum were at the core of 'what works well' for collaborative practice between dietitians and speech pathologists. Participant perspectives related to collaborative practice between these professions and beyond to other professions, and involved collaborative practice within and across healthcare organisations and a university setting. Conclusions: Our interpreted themes of curiosity, willingness and momentum for developing and maintaining collaborative practice highlight the importance of paying attention to the less visible and difficult to measure aspects of patient-centred care. Questions for reflection are suggested to inform the ongoing process of developing and maintaining our and others' collaborative practice.
Introduction
Healthcare is facing a number of well-recognised challenges, including fragmentation of healthcare, specialisation of healthcare roles, an ageing population, economic rationalisation and the need for a humanistic stance.
1,2 Collaborative practice is valued as a means of addressing these numerous challenges. The value of collaborative practice for patient-centred healthcare is readily apparent in the following conceptualisation:
'Collaborative practice happens when multiple health workers from different professional backgrounds work together with patients, families, carers and communities to deliver the highest quality of care (p. 7). 3 However, despite the obvious need for health professionals to practice in this way, collaborative practice is not necessarily straightforward to develop and maintain.
The variety of terms used in association with collaborative practice are indicative of the different organisational structures, contexts and ways of working together in healthcare and across health-related sectors. The terms 'team' or 'network', for example, reflect a focus on structure. Other terms, used with varying degrees of precision, involve adjectives that have varying combinations of prefixes and suffixes, for example, multi-, inter-, trans-, -professional, -disciplinary and -sectoral. 4 Prefixes tend to reflect the different ways of working together, including working in parallel or sequentially within defined roles ('multi-'), combining or involving two or more roles ('inter-') and transcending roles ('trans-'). 4 Suffixes indicate practitioners from different professions (-professional), different bodies of knowledge (-disciplinary) and different health-related organisation or areas (-sectoral). We understand the term interdisciplinary to be indicative of, and encompass many forms of collaborative practice. Developing and maintaining collaborative practice in healthcare requires consideration of the professions, roles, discipline knowledge bases and the organisational contexts that people represent.
Developing and maintaining collaborative practice also necessitates awareness that there is not a one-size-all-fits-all definition of collaboration. Different uses of the term indicate a varying emphasis on the people involved (generic discipline representative or particular person with professional qualifications and experience), place (a defined team or a self-developed network), process (required forms of communication or chosen ways of interacting) and purpose (predetermined outcome or unfolding innovations). 5 These varied emphases can be conceptualised in relation to different modes of collaboration: ordered and organic. 5 Ordered modes of collaboration have clarity of roles, guidelines, processes and expected outcomes, thereby providing a frame of reference for organisational support and different people's individual contributions. Such modes of collaboration are typically supported by team structures, guidelines and resources. In contrast, organic modes of collaboration arise from particular people choosing to work together opportunistically in a manner that suits their purpose and context. These less visible modes of collaboration tend to arise from people responding to and embracing the breadth of opportunities for collaborative practice. Importantly, both modes are required for competency-based practice 6 and patientcentred care. 5 As one of the professions involved in collaborative practice, dietitians have broad scope to work in varied roles, in different ways within and across a range of sectors. The collaborative practice of dietitians is largely discussed in the literature in terms of the systems they work within (such as models of clinical care), 7 the focus of their work (such as healthcare prevention, 8 healthcare teams with clinical speciality 9 management of chronic disease, 10 and work practices 11 ), the clinical presentations they support (such as dysphagia 12, 13 ) , and details about their team roles. [14] [15] [16] Morris and Matthews 17 highlighted the importance of formal and informal communication, respect and leadership of effective collaboration within teams where dietitians work. They also identified scope to further understand the development of relationships in relation to patient-centred care, along with how to better prepare new practitioners for collaborative practice when their education may have been lacking in this area.
Ensuring that dietitians graduate with competency for collaborative practice is encompassed within the National Competency Standards for Dietitians in Australia (Domain 4.2 and 4.3). Formal and informal interprofessional education strategies within and across education institutions and healthcare organisations provide rich opportunities for student dietitians to learn how to work with other professions. This may take the form of interprofessional activities embedded into coursework [18] [19] [20] [21] or interprofessional placements. 22, 23 In addition to formal learning strategies, our earlier research identified the importance of informal rapport-building opportunities for helping students learn to work with other professions and for educators to support them to do so. 24 We contend that it is important to acknowledge both the formal visible and informal less visible ways of developing and maintaining collaborative practice.
The Dietitians Association of Australia (DAA) support the ongoing development of collaborative practice through a number of role statements outlining the relationships between dietitians and other health professions. 25 These role statements relate to diabetes, chronic health and oral health, and the particular roles of diabetes educators, exercise physiologists and oral health professionals. Within these role statements are broad directive statements highlighting the importance of organic modes of collaboration such as 'All diabetes educators and dietitians should establish a professional working relationship with each other to ensure consistency of messages and provision of coordinated care' (p. 6) 26 and clear rationale, specific guidelines and models to guide ordered modes of collaboration to support such statements. However these role statements are not seen as complete with the potential recognised for 'similar documents [that] could evolve in the future in collaboration with other disciplines' (p. 5). 26 Of interest and relevance to the authors of this article is the collaborative practice of dietitians and speech pathologists, given the clinical alignment between the two professions and our recognised interest in this domain. 27 It is recognised that in managing feeding and swallowing difficulties, dietitians and speech pathologists have scope to collaborate through regular, open communication and the sharing of knowledge and skills. 12, 13 However, beyond these authors, the richness of these opportunities appear to be under-represented in the literature.
In an earlier study involving a work-integrated interprofessional education strategy for dietetics and speech pathology students, we explored the nature of interprofessional relationships. 27 We identified the importance of: facilitating interprofessional mutuality, appreciating the multi-faceted nature of respect, and considering the visibility of interprofessional relationships. These notions both relied on, and facilitated, good communication, as well as knowledge of roles, and shared purpose; well-recognised attributes of collaboration. In our current study we sought to extend our research to more deeply understand dietitians' and speech pathologists' collaborative practice within and across healthcare and education. In particular how it was developed and maintained, and how it may relate to collaborative practice beyond these particular professions. Again we were interested in those organic aspects of collaborative practice that are difficult to see and measure and easy to overlook or ignore. We wanted to make these aspects of collaboration explicit, so they could be thought about and reflected upon. The aim was to support rich collaborative practice between two professions who frequently work together across both ordered and organic modes of collaboration, and support how we work with other professions.
Developing and maintaining collaborative practice
Methods
Our current study is located within a larger research project 24 with two phases, as described in Figure 1 . From Phase 1, key participants were invited to form sub-groups and co-produce further studies in Phase 2. In our study, (shown in Figure 1 as #3), we used a qualitative research approach of collaborative dialogical inquiry. 28 We explored the question 'From the perspective of dietitians and speech pathologists, "what works well" for developing and maintaining collaborative practice?' Collaborative dialogical inquiry was suitable for exploring organic modes of collaboration and enabled the research to be undertaken with dietitians and speech pathologists rather than on them. This approach was used to enable co-production of knowledge and to ensure that issues explored were relevant to the collaborative practice of these two professions. The four stages of collaborative dialogical inquiry (involvement, cohesion, immersion in issues, and consolidation of changed practice), 28 provided a framework for discussing the topic. These stages enabled co-researchers to access a depth of shared meaning, construct meaning, build knowledge, interpret, reflect and develop insights. Relationships between co-researchers were important for the instigation of the research, and were integral to our collaborative dialogical inquiry and the research context (i.e. where collaborative practice happens).
Our research team of three dietitians, one speech pathologist and one researcher, are a sub-group of the larger co-researcher team (of 21 academic educators and researchers from eight health professions) and were involved in inter-related studies in Phase 2 ( Figure 1 , #1 and #2), using the same research approach to explore 'how students learn to work with other professions and how educators support them to do so'. Two members of our research team have roles as both an academic educator and health service clinician.
The context of our research is a site of the University University of Newcastle (UON) where there is a close relationship between the academic educators and health service clinicians. Students from eight professions live and learn together for times that vary from 2 weeks to the full academic year. Providing formal and informal opportunities for interprofessional education and interprofessional rapport building is an important focus of the UON. We have over a decade of experience with interprofessional learning modules and activities. This focus of our context and our experience enabled us to explore the presence of (rather Inter-related studies (#1) 29 
Data interpretation (#3)
Iterative interpretations of data collected from Phase 1 and Phase 2 (#1 and #2) and data collected in current inter -related study #3 Quotes used from participants and co-researchers in current inter -related study (#3) have been used to support themes Figure 1 Locating the current inter-related study within our larger research project: Exploring how students learn to work with other health professions Participants in this inter-related study were ourselves as co-researchers, and clinicians (practising dietitians and speech pathologist) at the co-located health service. Data for interpretation were compiled from four sources (refer to Table 1 ): ongoing iterative reflections by the research team, focus groups with ourselves as co-researchers, focus groups with participants, and previous qualitative data (sourced from interviews and focus groups from Focus groups Focus groups were 20-45 minutes duration.
Repeat focus groups
Repeat focus groups with co-researchers were undertaken. Repeat focus groups were not undertaken with participants, as the identified themes resonated strongly with initial themes. Sufficient data was collected to answer our particular research question in our particular context.
Recording and transcription
Audio recordings from focus groups were professionally transcribed and checked for accuracy.
Review of transcripts
The focus groups represent perspectives at a particular time, therefore it was not relevant to return them to participants for correction as their perspectives may have changed as a result of participating in the interviews.
(ii) Three focus groups with ourselves as co-researchers (iii) Two focus groups with four clinicians from dietetics and speech pathology Notes and reflections taken during and after the focus group Focus groups and reflective discussions were interspersed (over 16 weeks), with one informing the other in an iterative manner (iv) Transcripts (from Phase 1 and inter-related studies in Phase 2), utilising relevant segments of (dietitian and speech pathologist) participant and co-researcher interviews and focus groups Data collection and original analysis from Phase 1 24 and previous inter-related studies in Phase 2 27,29,30 are described elsewhere.
Data analysis-an iterative process
Data collected specifically to answer the current research question (a) was analysed and coded descriptively, then reanalysed to develop conceptual 'initial themes'.
Data collected in previous studies (across Phase 1 and Phase 2) were reanalysed in relation to these 'initial themes' and these 'initial themes' were further developed to answer the current research question (a) of this study.
This process continued until there was coherence of themes across all data. Quotes to illustrate themes have been chosen from the data specifically collected for this research.
(a) All interviews and focus groups were conducted by AC (PhD), an academic researcher experienced in qualitative research methods including collaborative dialogical inquiry and with no supervisory or employment responsibility to participants.
Phase 1 24 and previous inter-related studies 27, 29, 30 in Phase 2).
Purposive sampling enabled data to be collected from people from the relevant professions with the appropriate roles. Participants received their invitations to participate via email or letters. The reason for the research was explained in the Participant Information Statement, as part of the process of informed consent. Signed consent was received from all participants. An overview of the professions and roles of participants contributing data for analysis is provided in Table 2 . The smaller number of speech pathology participants reflects the smaller numbers of speech pathology academic educators, clinicians and students at UON. Similarly the smaller number of males reflects the smaller number of males in these professions. 31 The focus groups held between ourselves and with our colleagues used a lens of appreciative inquiry 32 to explore our topic. This lens enabled us to engage with collaborative practice in an affirming manner, looking at instances of what has been achieved and being curious about 'how it could be'. Questions are shown in Box 1. These questions were used by co-researchers in their focus groups (undertaken prior to the participant focus groups). Questions for the interviews and focus groups in the earlier part of the study were trialled before use. The phrasing of questions used in our focus groups was informed by appreciative inquiry. 32 Data were managed using a combination of NVivo and colour-coding of hard copies. Data were interpreted dialogically and iteratively in order to identify key concepts that transcended the particular professions. Analysis of data was undertaken by AC (who had no supervisory or employment responsibility to co-researchers or participants). Deidentified segments of relevant data were provided to coresearchers, as coding moved iteratively from descriptive to conceptual, though ongoing dialogue between coresearchers, as themes were interpreted from the data. Coresearchers provided continual feedback on findings. The interpretive nature of our research approach enabled us to share unfolding insights with participants during the most Invitations to participate in research phases
• Sixteen students were invited and eight chose not to participate (Phase 1 and/or previous inter-related studies in Phase 2).
• Sixteen clinicians were invited and eight chose not participate (Phase 1 and/or previous inter-related studies in Phase 2).
• All academic educators who were invited to participate in both phases of the research participated.
• One clinician who returned a consent form could not participate in the scheduled focus group (current inter-related study).
(a) Data combined, as some participants had both academic and clinical roles.
BOX 1 QUESTIONS INFORMED BY APPRECIATIVE INQUIRY FOR OUR AUDIO-RECORDED FOCUS GROUPS
Tell me about a peak experience when you felt most engaged when collaborating with a speech pathologist/ dietitian and really proud of your engagement? Without being humble, what do you most value about yourself and the way you approach either this collaboration or collaboration in general?
What core factors do you think gave life to your collaborative practice at this/these time/s? If you had a magic wand and could have three wishes granted to heighten the vitality of developing and maintaining collaborative practice, what would they be?
How might this relate to developing and maintaining collaborative practice between dietitians and speech pathologists? recent focus groups. As we were building on our earlier research 27 key questions we asked of the data included: What is involved in developing and maintaining collaborative practice? What gives rise to mutuality in collaborative practice? What role does respect play and how is it developed? In what way are visible relationships important? What other concepts do we need to consider? These questions were informed by findings from Phase 1 and earlier inter-related studies. This iterative dialogue with data allowed us to explore resonances or challenges and develop our initial insights into conceptual themes. These themes are discussed below and illustrated with quotes from co-researchers and participants of the current inter-related study. Label identifiers have not been added due to the possibility of individual participants being identified. Quotes have been chosen for their conciseness and clarity rather than to represent a particular profession or context.
Results
From the perspectives of dietitians and speech pathologists, the notions of curiosity, willingness and momentum were at the core of 'what works well' for collaborative practice. These themes transcended professions and contexts to encompass collaborative practice between these professions, as well as beyond to other professions, within and across our local healthcare organisations and our University (blinded for peer-review). Thus we propose that they also transcend circumscribed conceptualisions of collaborative practice as being 'interprofessional', 'interdisciplinary' and 'intersectoral'.
Curiosity for developing and maintaining collaborative practice: Curiosity enabled dietitians and speech pathologists to identify situations, see possibilities and stimulate the process of working with others. Curiosity set the scene for the mutuality at the core of collaborative practice.
'When you just focus on your profession you just think about your successes, which is great. But when you need to support others across other disciplines, it makes you think differently, because you're not so focused on just one discipline.' Understanding more about other professions' roles and contributions engendered respect for working together. However, although important for developing and maintaining collaborative practice, curiosity tended to be dependent on personal attributes and opportunities presented by colleagues in different professions, or arising from the workplace layout.
Willingness for developing and maintaining collaborative practice: Working together and negotiating complexities of collaborative practice involved willingness to move beyond simply respecting roles, to willingly embracing issues arising from the intersection of roles. This willingness was important for effective patient-centred care. Developing students' collaborative practice involved willingness to embed and structure learning opportunities that frame interactions with other professions as normal positive practice.
'If we need to communicate with another discipline, I suggest that they [the student] approach them. I preface that with "they are very approachable, this is normal, … just do it" keep it fairly casual. I think it is much better to just preface it like that [rather] than make a big deal out of it, saying "oh we might not" or "they look busy."' [Participant Y] Inherent in these positive interactions is willingness to provide a safe environment for interacting and learning with and from each other.
'Collaboration is good … where it goes both ways… anyone can stop the other, and everyone is willing to be involved in the collaboration and conversation. Being approachable, not being dismissive … that safe environment where you don't Willingness arose from and in turn fostered respect for others' contributions, and enabled opportunities for developing and maintaining collaborative practice to be grasped and maximised.
Momentum for developing and maintaining collaborative practice: Co-location facilitates the rich communication fuelling momentum. Momentum was nurtured by relationships, fuelled by success and facilitated by contextual conditions.
Discussion
Established collaborative practice between dietitians and speech pathologists 27 provided the basis for our continued exploration of this important aspect of patient-centred care. Due to the fluid nature and widespread relevance of collaborative practice, perspectives from dietetics and speech pathology of 'what works', extended beyond instances where these professions interact (such as rehabilitation of stroke patients), to include their perspectives on working with a range of other professions. Similarly these perspectives drew on the multiple roles involved in developing and maintaining collaborative practice (e.g. as educator, clinician and clinical supervisor) and on previous and current experiences (including as students, recent graduates and experienced practitioners). Thus the collaborative practice described by participants could not be circumscribed as 'interprofessional', 'interdisciplinary' or 'intersectoral' but rather a rich intertwining of all.
Recognising both organic and ordered modes of collaboration enabled us to be sensitive to aspects of practice that can be difficult to see and challenging to measure. Accordingly we interpreted the themes of curiosity, willingness and momentum. These themes resonate and extend conceptualisations of positive attributes of collaboration and healthcare education within the literature.
The notion of curiosity, which tends to be associated with learning, highlights that collaborative practice involves ongoing learning about other professions, different approaches, new ways of working together and implications of following-up on opportunities. Dyche and Epstein (p. 664) 33 recognised the importance of curiosity for developing 'perceptive, compassionate and wise healthcare providers'. We concur with their following statements: 'Medical educators should balance the teaching of facts, techniques and protocols with approaches that help students cultivate and sustain curiosity and wonder in the context-rich, often ambiguous world of clinical medicine' (p. 663), and 'Students' curiosity is deepened and diversified when they interact with the views of others' (p. 666). Accordingly, we recognise the importance of asking questions and reflecting for developing and maintaining collaborative practice for students and graduates.
The notion of willingness is recognised as an aspect of collaboration; for example, 'willingness to cooperate and collaborate' as part of team effectiveness (p. 3), 16 willingness to learn from other professions as part of individual professional development 34 and interprofessional educators' 'willingness to change the way they educate and practice' (p.76). 35 While our study supports these portrayals it also highlights the importance of mutuality. As well as being willing to collaborate with and learn from other professions, our research described the importance of being willing to facilitate own and others' respect for, and positivity about, collaborating. It also highlighted the value of maximising opportunities that arise from current relationships and looking for opportunities to build other relationships.
The notion of momentum is useful as a means for emphasising that collaboration can move beyond particular situations where clinicians work together, to encompass educators' and clinicians' working together across different organisations. This notion highlights the dynamic, interrelated nature of collaborative practice and the importance of context in presenting opportunities for developing and maintaining collaborative practice. Our findings support references in the literature to interprofessional education's momentum, 36 the importance of sustaining this momentum 37 and evidence of interprofessional education's effectiveness that can facilitate further momentum for academic staff to work together for interprofessional curriculum design. 38 While interprofessional education in the literature tends to refer to formal strategies, our research supports both the formal and informal opportunities of developing and maintaining collaborative practice. Collaborative relationships between and across roles and organisations, facilitated by personal contact, can build on success and in turn can create new opportunities for students, as well as educators and clinicians.
We contend that as dietitians and speech pathologists we need to continue to develop and maintain of our own and others' collaborative practice. Although we confined our exploration of perceptions to dietetics and speech pathology, and involved a small number of participants from two different settings, the in-depth nature of our interpretation enabled our themes to transcend particular professions and roles. Our findings also resonated with, and extended insights from, the literature. Insights and reflective questions arising from our findings, may therefore have relevance for a range of people and roles beyond the context of our research. Further as our themes are broad concepts they may have relevance for implementing and exploring aspects of curricula and competencies (such as DAA competencies). 39 However being complex and multifaceted in nature they may mean different things to different people across varied contexts and situations. Hence, rather than seeking to specifically link our themes to particular aspects of curricula and competencies, we invite readers to consider the relevance of our themes to these educational frameworks in relation to their own practice.
Box 2 contains a set of reflective questions we pose for our own and others' ongoing consideration. In seeking not to generalise our findings to other contexts, we are consistent with the qualitative research notion of transferability where the reader is recognised to be in the best position to determine the relevance of our findings and reflective questions to their own situation. Readers are therefore encouraged to alter and further develop questions that are relevant to their own situations and practice. As part of our ongoing interest in developing and maintaining collaborative practice we will continue to explore the notions of curiosity, willingness and momentum for developing and maintaining collaborative practice with our colleagues from other professions.
In conclusion, our interpreted themes of curiosity, willingness and momentum for developing and maintaining collaborative practice highlight the importance of paying attention to the less visible and difficult to measure aspects of collaborative practice for patient-centred care. Questions for reflection are suggested to inform the ongoing process of developing and maintaining our and others' collaborative practice.
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